There is no history of any previous skin affection. The majority of the lesions are of the acnitis type. Some of them have enlarged so as to form small patches, the largest being about the size of a finger-nail, scaly in the centre, with a permanent red inflammatory halo. Scars are also noticeable where lesions had involuted. The larger lesions are suggestive of commencing lupus erythematosus.
The patient has had recurrent attacks of tonsillitis and rheumatism, and on one occasion developed purpura htemorrhagica.
There is no personal or family history of tuberculosis, and the patient presents no tuberculous stigmata. The Wassermann reaction is negative. The case is of interest owing to the development of typical tuberculide lesions into lesions suggesting commencing lupus erythematosus. The association of this eruption with tonsillitis and rheumatism points to the possibility of its being of streptococcal origin, but a cutaneous streptococcal test, with 25 million injected intradermically, was negative. One of the lesions was excised and had the following characteristics: Focal infiltration about the vessels in the subpapillary layer, hair follicles, and sweat glands, with a few plasma cells, but no giant cells. Epidermis unaltered except in the centre, where there is necrosis.
Bowen's Disease with Prickle-celled Carcinoma and associated with Psoriasis.-W. N. GOLDSMITH, M.D.
A. G., female, aged 60. Present condition.-On the right thigh is an oval lesion about 2 cm. long. It is fairly sharply defined, but has no raised edge or deep infiltration. The horny layer is broken up and here and there are little dark scabs. When these are removed a smooth surface is left which sometimes secretes a little sticky fluid. On the inner and posterior surface of the same thigh is a deep scar.
History.-Since childhood, intermittently, she has had scaly patches on different parts of the body. There have been intervals as long as fifteen years between attacks. Some such patches were present when I saw her in September, 1931, and appeared to be psoriasis. They have recurred occasionally since but atlways respond quite easily to cignolin or other anti-psoriatic remedies. For the last three years she has had a different kind of lesion which on cursory observation rather closely resembles the psoriasis patches. But the new lesions proved more persistent and were slightly itchy, and the patient says that on scratching off the constantly recurring scabs, a little sticky secretion is noticed. These features enable her to distinguish the two kinds with certainty. The lesion on the right thigh, which has been present for for about two years, is a good example of the second type.
After treatment by ultra-violet radiation in 1929 a large oozing lesion developed on the right thigh.
On examination, August, 1930 .-On the inner surface of the right thigh was a granular, red, moist tumour. On the left breast, behind the left ear, on the left clavicle and on the right thigh were lesions like the present one. A biopsy of the left breast lesion showed changes characteristic of Bowen's disease. A later biopsy, shown under the microscope, of a similar lesion in an early stage from the left thigh was made on 10.10.31. This showed clearly the characteristic features of Bowen's disease.
Over a considerable length of the epidermis the whole thickness of the mucous layer is largely disorganized. The cells vary enormously in size and shape and many are distended by great vacuoles and the nuclei are clumped. There is apparently no desmolysis between the cells as in Paget's disease. The basal-cell layer seems to be less disturbed than the more superficial strata and, tracing the section from the normal surrounding epidermis towards the lesion, one sees the first vacuolated cells quite high in the prickle-cell layer.
A biopsy of the thigh tumour, 26.8.30, revealed under the microscope the following structure:
Complete disorganization of epidermis which contains many large vacuolated cells and several parakeratotic pearls. Epithelial down-growths are not sharply defined and seem to fill blood-vessels and lymph spaces. Many of them contain a large number of vacuolated cells of the same type as are seen in the early non-neoplastic lesion. There is a dense inflammatory reaction composed of small lymphocytes and plasma cells.
The Bowen patches on the breast, neck, etc., were rapidly cured by X-rays and have not so far recurred. As regards the epithelioma, the condition was improved greatly by X-rays, but an indolent ulcer resulted and would not heal. The area was therefore electro-coagulated by diathermy, 22.8.31, the wound healing soundly. The present lesion on the right thigh has been treated with carbon dioxide snow, but with little effect.
Comment.-Clinically the rather hard, dark scabs and slight secretion differentiate the Bowen patches from psoriasis. This association is interesting in view of the number of cases described by Sir E. Graham Little and Dr. Gray, in which benign erythematoid epithelioma was associated with psoriasis. The histology of my case differentiates it sharply from benign erythematoid epithelioma. The fact that the earliest vacuolated cells seem to form in the superficial layer of the rete, considered in conjunction with the prickle-celled epithelioma, is rather at variance with Kreibich's view that the Bowen cells are derived by anaplasia from the basal cells.
Treatment.-Bowen and Darier found radiotherapy uncertain. In this case X-rays have been very effective for the non-cancerous lesions, whilst carbon dioxide snow, recommended by Bowen, has failed.
Discu88ion.-Dr. J. H. T. DAVIES said he thought that it was incorrect to call this an example of Bowen's disease, since the lesions originally described by Bowen consisted of crusted warty papules, of circinate arrangement, which left scars, giving an appearance like that in chronic tuberculosis verrucosa. The lesion on the thigh in the present case had a rolled edge. He thought it was benign erythematoid basal-celled epithelioma of the Graham-Little type, and that view was confirmed by the section. There were masses of new epithelium growing within the Malpighian layer, and the cells were of the deeply-stained type characteristic of intra-epithelial basal-celled growth. There was some dyskeratosis, but this was unlike any seen in genuine Bowen's disease.
Dr. GOLDSMITH, in reply, said he did not agree that there was a rolled edge. He could not see a trace of one in this or any of the earlier lesions. The histology of this case was, he contended, absolutely characteristic of Bowen's disease as interpreted by Darier, Jessner and others, i.e., there was disorganization of the whole depth of the epidermis, great inequality of the size of the cells, and conspicuous vacuolation and clumping of the nuclei, without retraction from cell-network. The basal cells seemed to him to be relatively less affected. (I) The first patient, G.B,, aged 51, has, since the age of 12, suffered from psoriasis, confined almost entirely to the elbows and knees. She has never been quite free, though at times the condition has almost cleared. About ten or twelve years ago she began to have " rheumatism " in her joints. This began with swelling and pain in the small joints of one hand; then the other hand was affected and, one by one, the wrists, ankles, knees and shoulders became involved. Eighteen months ago the skin lesions became more active and began to spread more widely over the arms, legs and trunk. At the same time lesions appeared on the soles of the feet and on and between the toes, which " looked different " from the original psoriasis. With the onset of this eruption the pain and swelling in the joints became slightly less.
